A lthough in large centers the ideal timing of repair of unilateral complete cleft patients begins at 3 months of age, this does not occur in Brazil. There are many children who undergo a first surgery at 2 to 3 years of age or older because of nutritional deficiency at the ideal time and the long distance to a treatment center.
Since 1978, we have begun to operate on unilateral complete cleft patients earlier, that is, in the neonatal period, because of the ideal physical condition of the patient at that time, correcting the lip, nose, and posterior palate simultaneously, thus achieving early form and giving function to normal breathing and breast-feeding.
Patients and Methods

D
uring the period from 1978 to 2002, we operated on 92 UCC patients at Santa Marcelina Hospital. Of these, using the Rose 1 and Spina 2 techniques, the first author operated on 65 in neonatal period (2-14 days of life) and on 27 at 3 months. Sixty-four patients were male, and 28 were female. Thirty-seven were white, and 55 were nonwhite. According to the anatomy, we had 66 unilateral complete cleft lip and palate cases, 15 unilateral complete cleft lip cases, and 1 unilateral complete cleft lip with submucous cleft palate case. Sixty-three clefts were on the left side, and 29 were on the right side.
A general pediatric evaluation was done to exclude hematological problems, jaundice, skin problems, and associated diseases. An orthodontic treatment with adhesive facial tape in the preoperative period was used, and an intraoral orthodontic appliance in the postoperative period was used if necessary in few patients.
The unilateral complete cleft lip and palate and unilateral complete cleft lip with submucous cleft palate cases underwent a classic von Langenbeck procedure 3 with intravelar muscular treatment. The alveolar cleft and primary palate before the incisive foramen were not corrected until the patients were 15 years old.
The sham group had the lip-nose procedure at 3 months and the palate closure procedure between 12 and 18 months.
Lip-Nose Surgical Technique
The steps of the surgical technique are as follows:
1. Curved incisions are made mutually concave from the nostril to the vermilion and through the vermilion at an angle of 60°. 2. The mucosal layer is sectioned with a frenulectomy and without sulcus incision. 3. Subperiosteal detachment of the alar base region from the skin inside the nostril is accomplished, including the orbicularis oris, zygomatic minor, and zygomatic head of the quadratus labii superioris muscles. 4. Subperiosteal detachment of the depressor septi and orbicularis oris muscles is accomplished (Fig 1A) . 5. An incision is made in the alar rim near the anterior cartilage margin to the columella base, releasing the skin and maintaining the mucosa jointed to the cartilage. 6. An incision is made perpendicular to the alar incision to promote "V-Y" mucocartilaginous advancement of the ala and restoration of the normal alar cartilage shape and position. The mucocartilaginous flap is fixed with 5-0 Vicryl passed through the intact intercartilaginous noncleft side, holding the alar dome; the precartilaginous incised skin is closed with 6-0 Vicryl (Fig 2A) .
7. The septum is positioned through the lip incision. 8. The epithelium is removed from the vermilion lateral side, doing another V-shaped incision opposite the first one so as to insert the lateral into a tunnel inside the medial side and reconstruct the medial tubercle of the lip. 9. The mucosal layer is sutured in an S-flap position to permit elongation and prevent retraction with 5-0 chromic catgut and 5-0 Vicryl (see Fig 2B) . 10. The muscular layer is jointed with 5-0 nylon. 11. A small Z-plasty with an angle of 60°is done in the upper third of the skin to position the ala and nasal floor and prevent secondary retraction. It is sutured with 6-0 polypropylene (see Fig 1B and  Fig 2C) . 12. 6-0 Vicryl is used to position the vermilion transition. 13. Subdermal 6-0 Vicryl is used in the transition of alar region and lip if possible.
All patients were photographed in static and dynamic positions during the preoperative and postoperative periods at 3, 6, and 12 months of age and at 3, 5, 7, 12, 15, 18, 21, and 24 years of age (Figs 3-7) . 
Results
M
edical records and patients' photographic images in static and dynamic positions in frontal and profile views were analyzed.
The ala developed with position maintenance without nasal stenosis in 87 patients (95%). There were 5 patients with alar lateral displacement (5%).
All the patients had good lip function (100%), but nine had been revised (10%): three in the vermilion transition (3%), one in the skin scar (1%), and five near the alar base (5%).
There were no growth facial disturbances compared with the sham group.
Discussion
I
n our country, we have seen untreated patients older than 1 or 2 years of age with a large cleft lip-nasal deformity. Few trained surgeons and even fewer medical centers with adequate equipment are two reasons, but undernutrition and respiratory infections are responsible for the delay in surgical treatment. It is difficult for even the best teams to treat cleft lip-nose and palate deformities in older patients. 4 To prevent the complex deformities seen in unoperated older patients and to permit good health development with maternal breast-feeding and early normal breathing, we began to do the lip-nose and posterior palatoplasty in the neonatal period.
Patients had good facial growth (same in the sham group) with only one operation until they became teenagers. Good health was achieved with a normal life style.
The dissection did not damage the cartilage and did not interfere with its growth because the cartilage developed like the untouched other side, with a symmetrical growing pattern.
We achieved good lip function with an acceptable scar; the S-flap in mucosal layer and Z-plasty in the upper third of the skin of the lip contributed to the prevention of lip retraction. We think that the untouched sulcus contributed to good facial growth and indirectly to good lip-nose anatomical maintenance.
Our approach differed from the technique of Spina, 2 because his skin incision is a straight line and ours is curved and the Spina Z-plasty is situated in the medium third. Our Z-plasty is situated in the upper third and is smaller. These differences permitted better scar camouflage and lip eversion in the lateral view.
We feel justified in continuing this operation in the early neonatal period in our country. 
